Vasculitis that involves the gastrointestinal (GI) tract often occurs as part of a systemic inflammatory process. It is a well-recognized manifestation of the small and medium sized vessel vasculitides. Vasculitis of the GI tract may occur in isolation; although it can progress to a systemic illness. It usually involves the arterioles, venules, and capillaries; however, it is very rare for only the venules to be affected. Enterocolic lymphocytic phlebitis is a localized vasculitis, typically affecting the small and medium-sized intramural and mesenteric veins of the intestines. We report a case of enterocolic lymphocytic phlebitis of the colon. A 38-year-old woman was presented with hematochezia and severe abdominal pain on the day of admission. She had no history of intestinal disease or systemic disease. Computed tomography showed an extremely thickened wall of the colon, along with several air bubbles in the colon with diffuse subcutaneous emphysema in the abdominal wall. An emergency exploration laparotomy and extended right hemicolectomy was performed. The patient recovered completely after surgery and remains well without further therapy.
Introduction
The term acute abdomen refers to signs and symptoms of abdominal pain with tenderness and a clinical presentation that often requires emergency surgical therapy (1) . One cause of acute abdomen is intestinal ischemia that can result from vasculitis.
Various vasculitides affect the gastrointestinal (GI) tract and are classified by type of affected vessel, etiology and underlying disease. Cancer, infection, drug, and systemic autoimmune disease can present as GI vasculitis (2) . Primary systemic vasculitis also affect the GI tract, especially polyarteritis nodosa, granulomatosis with polyangiitis (Wegener's granulomatosis), eosinophilic granulomatosis with polyangiitis (Churg-Strauss syndrome) and microscopic polyangiitis (3) .
Localized vasculitis of the GI tract is very rare.
Enterocolic lymphocytic phlebitis (ELP) is a localized vasculitis typically affecting small and medium-sized intramural and mesenteric veins of the intestines (4, 5) . We report a case of ELP of the colon that was clinically and radiologically suspected as intestinal ischemia accompanied by necrosis and perforation of the colon.
Case Report
A 38-year-old woman was admitted to the hospital because of hematochezia on the day of admission and severe abdominal pain with diarrhea of 36 hours' duration. She had previously been healthy and had no history of intestinal or systemic disease. She was a non-smoker and not taking any medications. Blood pressure was 110/60 mmHg with a regular heart rate of 96/min; body temperature at the time of admission was 37.0 o C. On physical examination, the abdomen was remarkable for tenderness in the right upper and lower with rebound tenderness. A digital rectal examination revealed fresh and clotted blood in the rectum. The plain chest and abdomen radiographs were normal.
Computed tomography (CT) of the abdomen showed extremely thickened wall of the ascending colon and proximal portion of the transverse colon. There was an extreme inflammatory process in the pericolonic and mesenteric area, several small air bubbles in the ascending colon, and diffuse scattered subcutaneous emphysema in the abdominal wall.
There was also a small amount of ascites in the right paracolic gutter. Those findings were most likely due to underlying ischemic colitis, possible necrosis and perforation of the ascending colon ( Figure 1 ).
An emergency exploratory laparotomy was done. The surgical findings were dilatation of the cecum, wall thickening in the mid portion of the ascending colon, intact ileocolic and middle colic artery, but no perforation. Because multiple lesions with necrotic change were found, an extended right hemicolectomy was performed. Histologically, in sections from the necrotic lesion, ischemic necrosis was found in the mucosa. Acute inflammation, congestion and edema were found in the submucosa. In particular, many small veins of the submucosa, muscularis propria and subserosa presented with inflammation infiltrate of the vessel walls, composed mostly of lymphocytes. In some affected vessels, thrombosis was found. The arteries were normal, not affected by inflammation ( Figure 3 ).
Progress: After surgery, the diarrhea and hematochezia disappeared and acute inflammatory markers normalized. The surgeon referred this patient to a rheumatologist to rule out systemic autoimmune disease because she was relatively young and had no risk factors for bowel ischemia. The authors took 
Discussion
The vasculitides are a heterogeneous group of disorders char- ELP was refractory to medical treatment and surgical resection of the affected bowel is usually curative without any relapse. Of reported ELP, none progressed to systemic vasculitis to our knowledge (11) (12) (13) (14) .
Vasculitis of the GI tract can present as surgical abdomen.
If acute intestinal infarction develops in a young patient without any risk factors of bowel ischemia, localized vasculitis such as ELP should be considered. The authors report a case of ELP that presented as an acute abdomen and recovered after surgery without other systemic treatment.
Summary
We report a 38-year-old woman presenting with acute abdominal pain and bloody diarrhea. We first suspected intestinal ischemia leading to necrosis and bowel perforation.
The patient underwent emergency surgery. The pathologic diagnosis was ELP. She completely recovered after right hemicolectomy without further immunosuppressive treatment. GI vasculitides can be a rare but noteworthy cause of acute abdomen.
